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A COVID-19 Focused Emergency Preparedness
Survey was conducted by The Department of
Health (DOH) on January 13, 2023. Dubois
Nursing Home was in compliance with 42 CFR
483.73 related to E-0024(b)(6).
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A COVID-19 Focused Infection Control Survey
conducted on January 13, 2023, at Dubois Nursing
Home identified no deficient practice. The facility
was in compliance with 42 CFR 483.80 Subpart B
Requirements for Long Term Care Facilities
infection control regulations and has implemented
CMS and Centers for Disease Control and
Prevention (CDC) recommended practices to
prepare for COVID-19 and the 28 PA Code,
Commonwealth of Pennsylvania Long Term Care
Licensure Regulations as they relate to the Health
portion of the survey process.
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DUBOIS NURSING HOME

STATE LICENSE NUMBER: 560402
SURVEY EXIT DATE: 01/13/2023

I Certify This Document to be a True and Correct Statement of Deficiencies and
Approved Facility Plan of Correction for the Above-Identified Facility Survey
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